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Abstract
Objective. To design and implement an international and interpro-
fessional Global Learning Partnership Model, which involves shared
learning between academics and students from Universitas 21 net-
work with other universities with United Nations Millennium
Development Goal needs.
Design. Two literature reviews were conducted to inform ethical
aspects and curriculum design of the GLP model. Feedback from con-
ference presentations and consultation with experts in education and
public health has been incorporated to inform the current iteration of
the GLP model.
Intervention. The pilot group of 25 students from U21 universities
and Kathmandu University, representing six health disciplines will
meet in Nepal in April 2016 for a shared learning experience, includ-
ing a one week university based workshop and three week community
based experience.
Outcome measures. A multi-phase, mixed method design was select-
ed for the evaluation of the GLP model, utilising a combination of
focus groups and questionnaires to evaluate the efficacy of the place-
ment through student experience and learning outcomes in cultural
competency, UN SDG knowledge, community engagement and health
promotion skills.
Results. The literature review demonstrated that cultural awareness
and cultural knowledge were improved through participation in cultur-
al immersion programs that incorporated preparatory workshops and
clinical experiences. Data will be gathered in April 2006 and the
results of the evaluation will be published in the future. 
Conclusions. The GLP model proposes a project around the funda-
mental concept of engagement and sharing between students and aca-
demics across universities and cultural contexts to build capacity
through education, while capitalising on strengths of existing global
health placements. Further the inclusion of host-country students and
academics in this learning exchange will promote the establishment
of an international and interprofessional network for ongoing health
promotion.
Introduction
Health outcomes in many countries in the Asia Pacific region are
some of the worst in the world.1 Physical disability through chronic
diseases, ageing populations, and trauma contributes considerably to
high morbidity rates and have significant economic costs to all com-
munities.1 The health workforce has a key role to play in the preven-
tion and rehabilitation of people with disabilities. 
There is a strong focus on building capacity of local workforces
through educational opportunities particularly directed at sharing
knowledge and resources between universities and health facilities
across borders. The Sustainable Development Goals (SDG) recently
launched by the United Nations emphasise the need for strong part-
nerships for a positive development trajectory.2
In 2006 the Universitas 21 (U21) Health Science group passed a
resolution to establish a U21 United Nations Millennium Development
Goals (UNMDG) Interest Group. This Interest Group is connected with
the United Nations Department of Economic and Social Affairs to
strategize for the implementation of a Millennium Development Goals
action plan for U21. With the recent launch of the United Nations
Sustainable Development Goals the importance of relationship build-
ing is highlighted even further. The U21 Interest Group strives to cre-
ate a unique experience and provide resources for students that will
prepare them for life and work across borders and cultures, as is
required to achieve global health equity. The group recognises the
importance of the SDGs as an international development agenda and
is focused on ensuring that this critical agenda is included in the cur-
riculum of health professionals in a meaningful way. 
This paper focuses on one particular initiative with a primary agen-
da to engage an interdisciplinary and international group of students
and academics in a collaborative learning experience: this is the
Global Learning Partnership (GLP). Included within this project is a
model of experiential learning that seeks to contribute to the learning
of health professional students around the aspirations of the SDGs.
The development of collaborative partnerships between academic
institutions is a key goal of the GLP. Furthermore this paper also
explores a number of ethical considerations relating to the develop-
ment of international partnerships and student field experience.
The Global Learning Partnership
The purpose of the following section of the paper is threefold: to
present the Global Learning Partnership (GLP) model, a new frame-
work for global student placements; to describe the evidence and
process for development of the model; and to describe the planned
evaluation for the pilot implementation project. 
The goal of the GLP model is to create the architecture for a part-
nership strategy to enable health science students and academics
Significance for public health
The Global Learning Partnership model aims to contribute to the capacity
building of a health workforce that is capable of working effectively in cross
cultural and interprofessional health care teams. A shared public health
focused global placement has the potential to catalyse collaborative relation-











from various universities to actively learn from and with each other.
The primary objective of this collaboration is to enhance global health
education and develop skills that support action towards achieving the
United Nations development goal targets and beyond. The GLP model
was developed and refined via two literature reviews, expert opinion,
and multiple presentations to peer and professional audiences.
The process of developing the GLP model began in 2011, through a
group of research intensive Universities known as Universitas 21. The
Universitas 21 United Nation’s Millennium Development Goal (U21
UNMDG) Student Committee proposed that developing a shared
UNMDG project would strengthen the committee’s activity; it would
also be in alignment with the governing U21 UNMDG Interest Group’s
mandate to contribute to the achievement of the Millennium
Development Goals through education and partnerships. This shared
UNMDG project was initially proposed at the annual U21 Health
Science Group (HSG) Conference 2011 in Seoul, Korea, where it was
decided to partner with a university in a country with UNMDG gaps in
order to gain insight, and share resources and learning activities for
mutual benefit. Initial feedback from the steering committee and
extensive consultation with faculty in Nepal led to the decision to begin
a four-week pilot project at Kathmandu University. To support this pilot
project, it was clear that establishment of a rigorous framework and
model supported by a review of the literature and evaluation tools, was
paramount. 
The literature review informing the GlobalLearning Partnership
From early in development it was recognized that the Global
Learning Partnership model provided a unique opportunity to incorpo-
rate and evaluate elements of cultural immersion and interprofessional
education. It was identified that further exploration of interprofession-
al education and international field placement programs were required
to inform the development and evaluation of the GLP model. Two liter-
ature reviews were conducted to inform and refine the ethical and
logistical aspects of the GLP model; one review focused on the develop-
ment of cultural awareness and cultural knowledge; and one on inter-
professional education and collaborative practice. The search was lim-
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ited to empirical studies published from January 2003 to September
2013 and included undergraduate medical or healthcare student popu-
lations. Both reviews were conducted on the MEDLINE, ERIC and
CINAHL databases. The first literature review extracted eight articles,
which explored the efficacy of international field placements on devel-
oping elements of cultural competence in medical and health science
students. The second review extracted nine articles, examining com-
mon elements of education programs and collaborative projects
designed to facilitate interprofessional learning in students of medi-
cine and allied health sciences. Findings from the literature review
informed the GLP model in numerous ways. The literature review
demonstrated that cultural competence, particularly cultural aware-
ness and cultural knowledge is improved through participation in cul-
tural immersion programs that incorporated preparatory workshops
and a combination of clinical and homestay experiences.3-5
Furthermore, interprofessional learning is most commonly facilitated
through problem-based learning sessions which improve students’
awareness and understanding of different health professions .
Students reportedly gain an increased understanding of their role in
patients’ care, as well as strengthening interprofessional communica-
tion through development of interprofessional relationships and
shared learning experiences.6,7 Thus, these elements have been incor-
porated into the Global Learning Partnership model design.
Global Learning Partnership design 
The design of the GLP model (Figure 1) is built around the funda-
mental concept of engagement and sharing between students and aca-
demics across universities and cultural contexts to build capacity
through education. Whilst capitalising on strengths of existing global
health placements, this approach is unique in focusing on the inclu-
sion of host-country students and academics as a primary source of
knowledge on local culture and local health needs. The GLP model will
be piloted in May 2016, when U21 universities will partner with
Kathmandu University in Nepal, which has been chosen by the
UNMDG Interest Group as being located in a country with UNMDG
gains to be made. Implementation of the GLP model in this context will
catalyse the development of a relationship within the network of inter-
national universities via three phases: a preparatory phase, a partici-
pation phase and an ongoing partnership phase.
The preparation phase of the GLP model includes self-directed learn-
ing tasks centred on the creation of individual learning objectives and
cultural awareness exercises. Individuals will be requested to reflect
on and develop personal goals for the placement. This prior introspec-
tion will position the students as active learners, facilitating informa-
tion acquisition that is shaped by values meaningful to the student and
so provide more meaningful learning experiences.
Individual learning objectives will be based on three guiding influ-
ences: i) Universitas 21 and UNMDG Interest Group values; ii) desired
student attributes and objectives as defined by respective universities
and courses; and iii) personal goals.
Research suggests that self-directed learning is an educational
strategy that will help produce healthcare clinicians who are prepared
for lifelong learning and who will be equipped with the skills required
to meet the changing needs of the community.8
The process of developing one’s own learning objectives allows the
individual to identify gaps in his or her knowledge; it may also enhance
the encoding and retention of new information gained.9 A key concept
discussed in constructivist learning theory is that ultimately the goals
of the learner will be central in what is learned.10 Participants will also
be provided with learning resources regarding Nepalese history, cul-
ture and customs, and will be required to complete a cultural compe-
tency exercise and questionnaire.
The participation phase is a four-week shared placement experi-
ence, which aims to provide a deep learning experience for the partic-
ipants, as well as to catalyse an ongoing relationship between interna-
tional partner universities. The GLP model proposes that one-week of
university-based activities be held to develop meaningful foundations
for the time spent working and learning together in the community
placement. This time will allow academics and students to establish
collegiate relationships with each other, while learning more about
each other’s learning objectives and the relevant theory and skills prior
to the community placement. The key principle underpinning the
inclusion of this element in the GLP is that knowledge evolves through
social negotiation and through the evaluation of the viability of individ-
ual understandings.10
The 2nd to 4th week will involve the community placement, which will
include a health needs analysis and the implementation of health pro-
motion project that meets the communities needs. To give the place-
ment substantive outcomes, the GLP model includes a framework
around the placement to facilitate the learning experience (Table 1).
As outlined in the table above, the curriculum in the first week will
be centred on university-based activities to develop meaningful foun-
dations for practical work in Weeks 2-4. One of the key activities will
be to develop a group set of learning objectives derived from the culmi-
nation of individual learning goals (as described above). The develop-
ment of a cooperative set of learning objectives is believed to be bene-
ficial on both an individual and group level. Since understanding is an
individual construct, these understandings may be explored by testing
the degree to which individuals learning objectives are compatible
with those developed by others in the group. Cognitive conflict provides
a strong stimulus and organiser for learning and this opportunity to
negotiate personal and group learning goals will promote goal aware-
ness for the students.10
Finally, the partnership phase represents an ongoing collaboration
between the partner universities and their students and academics.
One objective of this program is that the interaction in Nepal, com-
bined with the student engagement, will create avenues for academics
to have continuing and growing relationships. It is envisioned that
these linkages will create the opportunity for the sharing of resources
such as curriculum material, and facilitate the potential for collabora-
tive research. The establishment of these academic networks may also
facilitate staff exchange opportunities and so further facilitate the
improvement of healthcare education in the global context. 
Multi-stakeholder partnerships such as the one proposed by the
Global Learning Partnership are being increasingly recognized as
development game-changers and for fostering a drive for measurable
outcomes. These partnerships have been highlighted in The Report of
the High-Level Panel of Eminent Persons on the Post-2015
Development Agenda as a key focus for eradicating poverty.11 The pilot
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Table 1. Outline of structure for four week engagement.
Week 1: University-based learning                                                     Week 2-4: Team based field/clinical work
Development of group learning objectives;                                                                 Outreach clinical visit to rural location team- Interprofessional group of
Activities responsive to collaborative group learning objectives;                           international partners on site; Link in with existing outreach clinics currently 
and Interprofessional case-base learning group activities –                                  conducted by Kathmandu University; and Potential to conduct a needs 










project, which will be held at Kathmandu University in 2016, also pres-
ents an opportunity for evaluation of the GLP model. The proposed eval-
uation plan of the GLP model is outlined in the next section. 
Evaluation of the Global Learning Partnership
A multi-phase mixed method design is proposed over a three-year
period permitting multiple insights into the outcomes, effectiveness
and sustainability of the GLP model. Mixed methods evaluation encour-
ages the use of multiple worldviews and paradigms and combines
inductive and deductive approaches. The underlying philosophical
assumptions of this mixed methods evaluation comes from a pragmatic
paradigm, that is, a shared belief system that influences the kinds of
knowledge researchers seek and how they interpret the evidence they
collect.12 The qualitative evaluation will specifically collect data on the
richness and complexity of the participants’ experience, while the
quantitative data will focus on the outcomes captured through ques-
tionnaire analysis.
The qualitative data will be collected using semi-structured inter-
views of students and academics seeking a holistic, in-depth picture of
participant experiences. The sample size for the pilot of this model is
25 students and it is recognised that evaluation of a small sample size
qualitatively limits generalisability, and evaluator interpretation during
coding may create significant bias. However, qualitative methods have
been proposed as the preferred method in order to become better
informed in effective interprofessional learning strategies and have
been used to study other clinical education models.13-15 
The quantitative data will be collected from the student completion
of three questionnaires: one focussed on cultural competency, one on
interprofessional attributes, and the third on knowledge and applica-
tion of UN SDGs. The findings of these questionnaires will provide a
general evaluative overview by allowing understanding of the relation-
ship among variables and by quantifying outcomes. The findings from
the qualitative data will assist in refining and explaining the results
from the quantitative data by exploring participant’s views in more
depth, mapping the complexity of the situation and conveying multiple
perspectives of participants. In addition, the evaluation will explore if
the two types of data show similar results or not and why, adding to the
validity of the results.12 In this multi-phase design, there will be several
evaluations conducted over time, which are visualised in Figure 2.
Phase 1 will take place in May 2016 in Kathmandu, and phases 2 and 3
in 2017 and 2018 respectively. The types of data collected in each phase
will be the qualitative methods mentioned above; semi-structured
interviews, and weekly e-journals; and the three quantitative assess-
ments, which will be administered at baseline, project completion and
at the 12- and 24-month follow-ups. 
The qualitative data will be analysed using thematic analysis, while
descriptive statistics will be used the Questionnaire data. Conducting a
thematic analysis of the qualitative data helps to draw out nuances and
variations in experience that may not be discernable by the more blunt
quantitative instruments.16
Ethical considerations
The Global Learning Partnership model espouses an equal share
international partnership between academic institutions. This model
and the resulting partnership will create opportunity for U21 students
and academics to interact with students and academics from other uni-
versities in the region, including an invited university in a country with
identified UN SDG needs. Face-to-face interactions through global
health placements have the potential to be an effective means to facil-
itate and catalyse the development of this ongoing relationship. Paternalism versus partnership
A critique commonly levelled at placements in developing countries
is that paternalistic attitudes are promoted and that the main benefici-
aries of the placement are the visiting students rather than the host
universities or communities.17 The risk is that this model is bureau-
cratically paternalistic in that it purports to tell the partner university
what is good practice and what is a good project design. Extensive con-
sultation with the invited partner, Kathmandu University, has been
undertaken to ensure that this risk is minimised.
The ethical considerations posed by this project are significant as
the increasing demand for international health experiences prompts a
call for universities to reassess their priorities to ensure that these
placements involve appropriate actions and framework to contribute to
reducing the global burden of disease.18,19 This ethical quandary is fre-
quently present for organisational practices, and is not isolated to aca-
demic institutions, with both development ethics and global health
ethics receiving increasing attention to establish justification for
potentially paternalistic interventions that may conflict with
autonomy.17 This has been in environments with a disparity of condi-
tions and consequentially in power, such as those surrounding academ-
ic global health partnerships, and so it is essential that clear and mutu-
ally beneficial objectives be established from the onset.18
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The overarching principle of the model design is founded on the
belief that Kathmandu University, as an academic institution in a
developing country, would be able to contribute experiential develop-
ment knowledge, as well as benefit from a partnership with Universitas
21. This idea may be considered to be paternalistic as its guided by the
belief that resources and curriculum held by Universitas 21 would be
useful to Kathmandu and consequentially that sharing of these
resources would contribute to capacity building of local workforce.
Contesting this position, the GLP model seeks to explicitly learn from
the expertise of the academic staff and students from Kathmandu
University and seek genuine collaboration between the academics from
the involved universities. The ethical dilemma presented by the GLP
project has a strong history of discussion in philosophical and bioethics
literature, particularly in the context of government policy.20Resource allocation
Allocation of resources is an important ethical consideration, and in
the development of a project proposal such as this, questions must also
be raised that if the fundamental goal is to make a contribution towards
resolving health disparities, are costly trips overseas the most effective
use of funds?21,22 Global health placements often occur in resource-
poor environments and the constraints of these settings need to be
considered. The universities sending students must be mindful of the
resource burdens that their hosts may incur in order to receive stu-
dents and academics. Visitors must also be aware of minimising their
resource consumption.18
The proposers of this project must consider if allocation of resources
to such an endeavour in this setting will ultimately lead to optimisation
of the outcomes.17,22,23 In addition, it needs to be ensured that the allo-
cation of funds is going to achieve the best outcome for the partner
country’s population through health workforce capacity building. Mutual benefit
Scrutiny is required to ensure that there is not an unfair distribution
of benefits. Visiting students undoubtedly stand to benefit from their
experience. Studies exploring the impact of such global health experi-
ences demonstrate numerous benefits, including increased knowledge,
changes in attitudes, and enhanced medical skills.24,25 However, most
students from visiting developed countries will practice in their own
countries and therefore the benefits gained from global health experi-
ence will be transferred to patients in the developed world. Exploitation
is a key and unacceptable risk if a burden of harm is placed on the pop-
ulation in the developing country as the students learn their skills in
this context so patients in developed nations gain the most benefit.19
This is acceptable only if students in the host country make equal
gains, and contribute to the health outcomes of patients and communi-
ties in the host country. 
Consideration must be given to the risk-benefit ratio as although
benefits such as increased medical access in the host country and a
positive learning experience for the partner university’s students are
acquired, there are also related risks. Concerns such as cultural insen-
sitivity are critical particularly with such a proposed diverse visiting
group, as well as the potential for harm to the patient in the community
outreach settings. Research has explored learning benefits to the stu-
dent but empirical benefits in quality of care for the patients’ have not
been ascertained.23
To avoid paternalism in new international partnerships between
developed and developing nations, early and open discussion is
required to ensure the establishment of a structure that mutually ben-
eficial for all parties. The goal of the GLP model is to foster a broader
societal change underpinned by justice, where large-scale global inclu-
sion becomes the social norm to eliminate health disparities.
Encouragement versus dissuasion 
It is recognised that there is a delicate balance between supporting
students to develop a meaningful interest in global health but also dis-
couraging students from seeking global health placements for the
opportunity to have an exotic experience. There is limited scientific lit-
erature discussing this issue, as it is most likely an emerging issue
with the recent increase in global mobility making these opportunities
more readily available. Initial research conducted by Raymond and Hall
suggested that motivations for volunteer tourism included:28 wanting to
feel that they contributed something; wanting to be distinguished from
a tourist; wanting a sense of connection to the other; and a desire to
experience real poverty. It was identified that these trends are problem-
atic as it objectifies the other, and may become socioeconomic/poverty
voyeurism and a commodification of people.  It is suggested that best
practice to avoid these trends includes: i) continued relationships; ii)
longer-term engagement; iii) clarity around the purpose prior to travel;
iv) deconstruction of categories of helpers and helped.11,26,27
Being mindful of this consideration, there are profound benefits to
be gained from global experiences as has been discussed extensively in
the literature, and students should be actively encouraged to be
thoughtful in seeking such opportunities. It is important that the GLP
model promotes student interest and facilitates the development of
well-meaning students from idealistic helper to enterprising learner.28 It
is important to encourage and support genuine interest by students
participating in these placements, as overseas opportunities may have
positive outcomes in developing cultural understanding and global cit-
izenship.26 Additionally the learning opportunities for both local and
visiting students and academics and the establishment of global net-
works promote collaborations and the advancement of the UN SDGs
into the future.
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